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Abstract
Background: The prevalence of depression is increasing markedly in Thailand. One way of helping people with
depression is to increase their resilience; good resilience is associated with positive outcomes in depression. The
purpose of this study was to examine the effectiveness of a self-help manual on the resilience levels of individuals
with depression living in the community in Chiang Mai Province in northern Thailand.
Methods: Fifty-six participants with a diagnosis of moderate depression were assigned randomly to either an
intervention (n = 27) or control (n = 29) group by means of independent random allocation, using computer
generated random numbers. Fifty-four completed the study (two were excluded shortly after baseline data
collection), so an available case analysis was undertaken. The intervention group were given a self-help manual and
continued to receive standard care and treatment, while the control group continued to receive standard care and
treatment. Both groups were also given a short weekly telephone call from a researcher. Participants were assessed
at three time points: baseline (Week 0), immediate post-test (Week 8), and follow-up (Week 12). Data were
collected between October 2007 and April 2008.
Results: The findings showed statistically significant differences between the intervention and the control group,
and within the intervention group, in their resilience levels. Simple main effects analyses of group within time
showed a significant difference between both groups at follow-up (p = 0.001), with the intervention group having
a higher resilience score than the control group. Simple main effect of time within the intervention group showed
a significant increase in resilience scores from baseline to post-test time points (p < 0.001), from baseline to follow-
up (p < 0.001), but not from post-test to follow-up (p = 0.298).
Conclusions: The findings provide preliminary evidence supporting the use of bibliotherapy for increasing
resilience in people with moderate depression in a Thai context. Bibliotherapy is straightforward to use, and an
easily accessible addition to the standard approach to promoting recovery. It is incorporated readily as an adjunct
to the work of mental health nurses and other professionals in promoting resilience and enhancing recovery in
people with moderate depression in the community.
Trial registration: http://www.ANZCTR.org.au/ACTRN12611000905965.aspx
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Depression is projected to become the major mental
health problem in Thailand. For instance, the national
prevalence rate of depression increased from 56 per
100,000 population in 1997 to 197 per 100,000 popula-
tion in 2007 [1]. Chiang Mai, one of 13 provinces in the
northern region of Thailand, has the second highest rate
of depression (207 per 100,000 population) in this
region [1].
Bibliotherapy for depression
One way of helping people with depression is cognitive
behavioural therapy (CBT) incorporated in bibliotherapy.
Cognitive behavioural bibliotherapy (hereafter, bib-
liotherapy) refers to active self-help using written materi-
als in standard book form [2-5]. The purpose of
bibliotherapy is to provide information, generate insight,
stimulate discussion, create awareness of others’ pro-
blems, provide solutions to problems, and troubleshoot
problems in everyday life [6]. In relation to depression, it
provides a basic framework, including exercises, to assist
the reader to overcome negative feelings associated with
the illness [7]. Bibliotherapy appears to work most effi-
ciently when used in conjunction with other therapeutic
approaches such as standard care and treatment. How-
ever, its clinical use should be monitored closely and
included in therapy sessions in a planned way [2].
Individual, and meta-analyses of, studies of bibliotherapy
for depression have provided encouraging results about
the benefits of the approach. Several individual studies
have used bibliotherapy with individuals who have mild-
to-moderate depression [3,8-10]. In the Netherlands,
Willemse et al. [9] conducted a randomised controlled
trial of minimal contact psychotherapy with bibliotherapy
for participants with sub-threshold depression, and found
that the incidence of major depressive disorder was
considerably lower in the intervention group than
those receiving standard care, one year after baseline. In
Australia, Bilich et al. [10] carried out a randomised con-
trolled trial into the effectiveness of a cognitive beha-
vioural bibliotherapy manual with varied levels of
telephone support. The manual, The Good Mood Guide:
A Self-Help Manual for Depression [10,11], was developed
for the project (the manual that was used in the present
study). The results indicated that the minimal contact and
the assisted self-help intervention groups had significant
reductions in depression and psychological distress com-
pared with the control group. In particular, the assisted
self-help group showed the greatest level of symptom
reduction, and treatment gains were continued at 1-
month follow-up. The benefits of bibliotherapy have also
been reviewed in systematic reviews and meta-analyses. A
systematic review and meta-analysis, by Cuijpers et al.
[12], of 21 studies comparing the effects of bibliotherapy
with conventional face-to-face psychotherapy for depres-
sion and anxiety disorders, found that both approaches to
therapy had similar effects. They concluded that bib-
liotherapy should be incorporated within routine care.
Likewise, the effect size of studies has been established
and is encouraging. A meta-analyses of bibliotherapy stu-
dies for depression, by Gregory et al. [7], obtained an effect
size of 0.77 for these studies, which represents a moderate-
to-large effect size.
Longer term outcomes of bibliotherapy have also been
assessed, and have indicated that therapeutic gains from
using the approach have been maintained for two [13]
to three years [14] after the end of treatment. It is possi-
ble these improvements were maintained because bib-
liotherapy offers the opportunity to refer back to the
book and re-familiarise oneself with specific skills and
techniques.
Cost effectiveness of bibliotherapy has also been ascer-
tained, though further study is needed. Bower et al. [15]
conducted a systematic review of the research literature
to determine the clinical and cost effectiveness of self-
help treatments for anxiety and depressive disorders in
primary care. The review suggested self-help treatments
have the potential to improve the cost effectiveness of
mental health service provision.
The quality of bibliotherapy studies has also been
reported, highlighting the need for larger and better
quality studies. A meta-analysis, by Anderson et al. [16],
indicated that while bibliotherapy is an effective inter-
vention for people with mild-to-moderate depression,
the evidence was drawn from small studies that were,
overall, of poor quality.
Resilience and depression
The conceptual framework for the present study was resi-
lience, the psychosocial capacity of the person to maintain
positive adaptive functioning which minimises negative
thoughts and promotes recovery of strength and coping
ability and to have a positive outlook in the face of difficult
circumstances [17] such as depression. The concept
includes four major components [18]: social competence,
problem solving ability, development of autonomy, and
having a sense of purpose and a sense of meaning. It has
been suggested that resilience is a protective factor that
facilitates successful coping in conditions of adversity [19].
Several studies have affirmed the association between posi-
tive emotion and resilience [20-22]. For instance, Fredrick-
son et al. [20] examined people’s emotional responses to
the ‘September 11th attacks’ in the United States in 2001,
and suggested that positive emotions were critical ele-
ments in resilience and acted as a mediator that buffered
people from depression following the crisis.
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tive in helping individuals face adversity and in promoting
emotional health, like anxiety and depression [17]. It has
been used successfully to promote mental health resilience
in the workplace [23], and to improve resilience in adoles-
cents with alcohol-dependent parents [24]. CBT has also
been used to promote resilience by changing one’sp e r c e p -
tion of the situation. This was shown in a pilot randomised
controlled study which examined the effectiveness of a
four-week resilience intervention programme designed to
enhance resilience, coping strategies, and protective fac-
tors, and to decrease symptomatology during a period of
increased academic stress [25]. The findings showed that
the intervention group had significantly higher resilience
scores, better coping strategies, higher scores on protective
factors, and lower scores on symptomatology, such as
depressive symptoms, negative effect, and perceived stress,
following the intervention than the waiting list control
group.
Summary
O v e r a l l ,ac o n s i d e r a b l en u m ber of bibliotherapy studies
have been undertaken and, of these, a significant number
have focused on people with depression. However, few
bibliotherapy studies for depression have been conducted
outside of the United States, United Kingdom and
Australia. Only one has been carried out in an Asian
country. Liu et al. [26] undertook a randomised control
trial of bibliotherapy in the treatment of depressive symp-
toms in adults in Taiwan. The results showed that those
in the bibliotherapy group reported lower levels of
depressive symptoms at 3-month follow-up compared to
the delayed-treatment control group. Bibliotherapy, gen-
erally, is regarded as an effective and cost effective
approach, though the small size and quality of some stu-
dies has been criticised. Moreover, as none of the studies
reviewed have been carried out in Thai context, and only
a few have examined the concept of resilience, particu-
larly with people who have moderate depression, this
study will add to the limited body of knowledge about
the usefulness of this form of technology in a non-wes-
tern country such as Thailand. This is important because
the mental health system in this country is characterised
by a disproportionate amount of resources being focused
in large cities, and limited access to services in rural
areas. Furthermore, while social insurance provides 93%
of people with free access to essential psychotropic medi-
cation, including antidepressants, psychosocial interven-
tions are used infrequently [27].
Given the increasing prevalence of depression in Thai-
land and the influence of resilience in people with this ill-
ness, the hypothesis of the present study was to examine
whether individuals with moderate depression who took
part in a bibliotherapy self-help intervention programme
had greater resilience than a control group. The findings
are taken from a larger study that evaluated the effect of
bibliotherapy on participants’ resilience, depression, and
psychological distress. The findings about resilience are
reported in this paper. The findings about depression [28]
and psychological distress [29] are reported elsewhere.
Methods
Study design
A randomised controlled trial parallel group design was
used following the CONSORT guidelines [30]. Participants
were assigned by independent random allocation by a sec-
ond researcher not involved in recruitment, using a com-
puterised random number generator, to an intervention
(self-help manual plus standard care and treatment) or a
control (standard care and treatment) group. In addition,
both groups received a 5-minute telephone call each week
from the researcher. Standard care and treatment com-
prised involved attendance at the outpatient department
for face-to-face consultations and prescription of antide-
pressant or a combination of antidepressant and anti-anxi-
ety medication.
Sample & setting
The study was carried out at participants’ homes in
Chiang Mai Province in northern Thailand. Participants,
who were outpatients, were recruited through the outpa-
tient department clinicians at Suan Prung Psychiatric
Hospital in Chiang Mai City. Clinicians gave prospective
participants brief information about the study, and in
order to minimise risk, screened them for signs of relapse
and suicidal thoughts/intent. If the clinicians considered
prospective participants were relapsing and/or expressing
suicidal thoughts/intent, they were not permitted to take
part in the study. Once it was ascertained that they were
not at risk of relapse and/or expressing suicidal thoughts/
intent, and had expressed interest in taking part in the
study, they were referred to the researcher. Thereafter,
the researcher provided a detailed explanation about the
study and answered questions.
Consecutive patients attending clinicians at the outpati-
ent were approached, with the following inclusion and
exclusion criteria: Inclusion criteria: (a) Thai national diag-
nosed with moderate depression ((F32.1), ICD-10 classifi-
cation) [31], (b) receiving outpatient treatment at Suan
Prung Psychiatric Hospital, (c) aged 18-60 years, (d) able
to read and write Thai, and (e) had a working telephone at
home. Exclusion criteria: (a) history of developmental dis-
ability or psychosis, and (b) before entry and during the
study: reporting suicidal thoughts/intent.
Sample size & power
A power analysis for the study was carried out using the
statistical software package SPSS Sample Power (Vers.
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dence interval of 95% for detecting an effect size of 0.8
[32], the study could detect such an effect size with a
sample of 54. Meta-analyses of bibliotherapy for depres-
sion (pretest-post-test control group design) indicated
an effect size of .77 [7]. Thus, an effect size of .80 was
considered an appropriate estimate for the present
study. To allow for attrition, the sample size was
increased to 56.
Instrument
The present paper presents the findings of two self-
report data collection instruments: (i) Demographic data,
which contains nine items, including gender, age, marital
status, occupational status, education, duration of treat-
ment for depression, current treatment, frequency of
attendance at the outpatient department, and frequency
of home visits by clinical staff. (ii) Resilience Scale, which
measures the degree of individual resilience. It contains
25 items rated on a 7-point Likert scale, with scores ran-
ging from 25 to 175; higher scores reflecting greater resi-
lience [33]. A review of 12 studies that utilised the
Resilience Scale reported that it was used with a variety
of age groups ranging from adolescents to the elderly,
with no age-related differences reported in the scores
[34]. The main racial/ethnic group studied was European
American with smaller proportions of African American,
Hispanic, American Indian, and Asian participants. Apart
from one study [35] that found lower scores among Eur-
opean American participants, no differences in Resilience
Scale scores were reported among racial groups in the
other studies. Regarding construct validity, several of the
studies initially hypothesised and subsequently reported
statistically significant inverse relationships between
increased resilience scores and decreased levels of stress,
depression, anxiety, loneliness, and hopelessness [34].
High internal consistency has been reported with the
Scale in 11 of the 12 studies (Cronbach’s alpha coefficient
ranging from 0.85 to 0.94). The lowest reported coeffi-
cient was .72 [35]. In the present study, the Cronbach’s
alpha coefficient score, at baseline, for the Resilience
Scale was .94. Therefore, the internal consistency reliabil-
ity of the Resilience Scale is not only acceptable across
sample populations, but also rather robust.
The instruments were translated into Thai, with per-
mission from the author of the Resilience Scale, follow-
ing the WHO Process of translation and adaptation of
instruments guidelines [36], which included forward and
backward translation, review by a panel of experts, and
pre-testing the questionnaire.
A pilot study was carried out initially to assess the
intervention and the instruments. In the main study, data
were collected at three time points: baseline (Week 0),
immediate post-test (Week 8), and follow-up (Week 12).
Procedure
An 8-week bibliotherapy self-help manual was used,
incorporating the Good Mood Guide: A self-help manual
for depression [10,11], which was developed by Lifeline
South Coast (New South Wales, Australia). Permission
was obtained from Lifeline to translate the manual into a
Thai version. The programme was designed as a self-help
manual and workbook for recovery from depression. The
manual was based on established principles of cognitive
behaviour therapy and self-help techniques and practices,
and had eight modules (one module was completed each
week) which contained principles and activities to be
completed each week [10,11], including reading, ques-
tionnaires and homework exercises which individuals
were encouraged to undertake between sessions in order
to challenge unhelpful thoughts and behaviours and to
strengthen their resilience. Intervention group partici-
pants could use the programme to help them control
negative emotions and encourage them to engage in daily
living activities [10,11].
Module 1. Introduction: Provides an overview of
depression and encourages readers to undertake physical
exercise. Helps individuals to assess their depression and
distress levels.
Module 2. Getting started: Highlights the importance
of social contact and physical activity. Individuals plan a
weekly activity schedule.
Module 3. Understand your depression: Helps indivi-
duals to understand the way they think and feel. Indivi-
duals identify and label their automatic thoughts and
then link situations and emotions to life events.
Module 4. Learning how to change your thought pat-
tern: Shows how to change thought patterns from nega-
tive to positive.
Module 5. Changing your behaviour: Shows how
healthy living, problem solving, and social support can
help overcome depression and change behaviour.
Module 6. Moving on: Provides individuals with skills
for improving sleep, and encourages them to maintain
positive thoughts, emotions and behaviours.
Module 7. Keeping your cool: Equips individuals to
practise progressive muscle relaxation skills for coping
with stress, and time management.
Module 8. Staying on track: Reinforces skills in
thought challenging, changing behaviours, and learning
to cope with stressful setbacks. Individuals are advised
to look back over the programme and see how much
they have read and how many activities they have
attempted.
All participants received a short weekly telephone call
from the researcher lasting approximately 5 minutes.
The purpose of the telephone call was to answer ques-
tions, provide brief support, and for intervention group
participants, provide basic coaching about using the
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ing straightforward questions about using the manual.
Ethics
Ethical approval to carry out the study was obtained
from Victoria University, Melbourne and the Mental
Health Department, Public Health Ministry of Thailand,
Bangkok. All participants provided written consent.
Statistical analysis
Descriptive statistics were used to analyse the demo-
graphic characteristics of the participants. The two-way
repeated measures ANOVA was used to analyse the
effect of the intervention on the dependent variable resili-
ence. The main effects of time, groups, and interaction
effects between the treatment groups on changes over
the three time points were utilised. Effect sizes (or
strength of association), which indicate the proportion of
variance in the dependent variable that can be explained
by knowledge of the independent variable [37,38], were
also calculated using the partial eta squared, based on
Cohen’s d (standardised mean difference) [39] criteria: .2
equating to a small effect, .5 a medium effect, and .8
representing a large effect. Pairwise comparisons were
undertaken to compare differences in the three time
points of the intervention and the control group. Bonfer-
roni adjustments were applied for multiple pairwise com-
parisons in repeated measures to maintain a p-value of
.05 and to control for Type I error (rejecting a null
hypothesis that is true) [40].
Results
Demographic data
Seventy-nine people attending the outpatient depart-
ment were assessed as eligible to take part in the study.
Of these, 23 were excluded because they either did not
meet the inclusion criteria (n = 18) or they declined to
take part in the study (n = 5). Of the 18 who did not
meet the inclusion criteria, this was because they did
not have a working telephone at home and/or were not
able to read or write, and 5 who were assessed as having
suicidal ideation. Figure 1 shows the flow of participants
through the study.
Fifty-six participants were recruited and 54 finished the
study (one was excluded from each group early in the
study: one was unable to concentrate on reading the
manual due to severe family problems, while another
attempted suicide). As a result, an ‘available case analysis’
[41] of the data was undertaken. The majority (combined
intervention and control groups) were female (73%), and
most were married or in de facto relationships (64.3%).
Their average age was 42.1 years, ranging from 18 to 58
years. The duration of their illness was between 3 and 13
months for the intervention group and 5 and 18 months
for the control group. The level of educational attain-
ment of participants was similar. Most (83.9%) were pre-
scribed a combination of antidepressant (the majority
were prescribed SSRIs) and anti-anxiety medications
(Table 1).
Treatment adherence
All the intervention group participants completed the
manual, while nine (34.61%) re-read sections after fin-
ishing the post-test data collection. Ten (38.46%) com-
pleted the written requirement in the manual, eleven
(42.30%) finished approximately three-quarters and six
(23.08%) completed half of the written part. In addition,
all the intervention group participants engaged in the
weekly telephone call.
Between and within groups: comparison of means
The mean and standard deviation scores on the Resili-
ence Scale for the two groups over the three time points
are outlined in Table 2. The table shows similar low
mean resilience scores in both groups at baseline, with
the mean and standard deviation for the intervention
group being 114.7 (SD = 27.8) and for the control group
118.9 (SD = 31.8). Between baseline and post-test, the
mean resilience scores increased in both groups.
Although each demonstrated improvements in resilience
Assessed for eligibility 
(N=79) 
Randomised (N=56) 
Control group (n=29) 
Received standard care 
and treatment for 8 weeks 
Excluded (n=23) 
Did not meet inclusion criteria n=18) 
      Refused to participate (n=5) 
Intervention group (n=27) 
Received standard care 
and treatment, plus 
bibliotherapy programme 
for 8 weeks
Assessment time 
Week 0: n=29 
Week 8: n=28 
Week 12:  n=28
Assessment time 
Week 0: n=27 
Week 8: n=26 
Week 12: n=26
n=28 in analysis 
(n=1 excluded) 
n=26 in analysis 
(n=1 excluded) 
Figure 1 Flow of participants through the study.
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(mean = 141.3, SD = 19.1) exhibited a more pronounced
improvement than the control group (mean = 134.9,
SD = 19.4). Between post-test and follow-up, the mean
resilience score continued to increase in the intervention
group (mean = 149.0, SD = 15.9), whereas a reduction
was apparent in the control group (mean = 129.4, SD =
21.8). Furthermore, the mean resilience score of the
intervention group was higher than the control group at
post-test and follow-up. The overall improvement in
resilience level was also greater in the intervention
group than the control group.
Between and within groups and time: statistical
significance and effect size
There was no significant main effect for group on resili-
ence levels, regardless of time (F(1,52) = 2.42, p =0 . 1 2 6 ) ,
and the magnitude of the differences in the means was
small (partial eta squared (h2) = 0.05) (Table 3). There
was a significant main effect for time on resilience (F(2,
Table 1 Demographic and clinical characteristics of participants
Demographic characteristics Total Intervention Control
(N = 56) (n = 27) (n = 29)
n (%) n% n %
Gender
Male 15 (26.8) 5 18.5 10 34.5
Female 41 (73.2) 22 81.5 19 65.5
Marital status
Single 20 (35.7) 11 40.7 9 30.9
Married/de facto 36 (64.3) 16 59.3 20 69.0
Highest level of educational attainment
Primary school (years 1-6) 20 (35.8) 6 22.2 14 48.3
Secondary & high school
(years 7-12) 16 (29.4) 8 29.6 8 27.6
Technical & higher education (post year 12) 20 (35.8) 13 48.1 7 24.1
Occupational status
Studying 4 (7.1) 3 11.1 1 3.4
Paid employment 46 (82.2) 20 74.1 26 89.7
Retired or Unemployed 6 (10.7) 4 14.8 2 6.8
Occupational type
Skilled 24 (42.9) 17 62.9 13 44.8
Unskilled 22 (39.2) 3 11.1 13 44.8
Others 10 (17.9) 7 25.9 3 10.3
Combined psychological and medication therapy
Yes 10 (17.9) 4 14.8 6 20.7
No 46 (82.1) 23 85.2 23 79.3
Frequency of outpatient appointments
Monthly or more frequent 44 (78.6) 21 77.8 23 79.3
Less frequent than monthly 12 (21.4) 6 22.2 6 20.6
Age (years) MS D M S D
M 42.1 39.4 10.1 44.7 8.8
SD 9.7
Min 18.0
Max 58.0
Table 2 Means and standard deviations for resilience of control and intervention groups at each time point
Resilience at each time point Control group (n = 28) Intervention group (n = 26)
M ± SD M ± SD
Baseline (Week 0) 118.9 ± 31.8 114.7 ± 27.8
Post-test (Week 8) 134.9 ± 19.4 141.3 ± 19.1
Follow-up (Week 12) 129.4 ± 21.8 149.0 ± 15.9
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the means was medium (partial eta squared (h2) = .31)
(Table 4). Bonferroni post-hoc analyses indicated a signifi-
cant difference in resilience scores from baseline to post-
test (mean difference = -21.15, p < .001), and from base-
line to follow-up (mean difference = -21.98, p <0 . 0 0 1 ) .
There were no significant differences, however, in resili-
ence scores from post-test to follow-up (mean difference =
-.83, p = 1.00). Overall, the size of the differences between
the means of both groups was small for resilience
(h2) = .05).
There was a significant interaction between group and
time on resilience scores (F(2, 104) = 5.14, p <0 . 0 1 ) ,
and the magnitude of the differences in the means was
small (partial eta squared (h
2) = 0.09) (Table 4). Simple
main effects analyses of group within time showed there
was a significant difference between the intervention
and the control group at follow-up (mean difference =
19.61, p < 0.001). No significant differences were
observed at baseline (mean difference = 4.16, p =0 . 6 1 )
and post-test (mean difference = 6.46, p = 0.22). Simple
main effect of time within the intervention group
showed a significant increase in resilience scores from
baseline to post-test time points (mean difference =
-26.65, p < 0.001), from baseline to follow-up (mean dif-
ference = -34.31, p < 0.001), but no significant increase
from post-test to follow-up (mean difference = -7.65,
p = .298). While Bonferroni post-hoc comparison in the
control group indicated a significant increase in resilience
scores from baseline to post-test (mean difference =
-16.04, p < 0.05), there was no significant increase from
baseline to follow-up (mean difference = -10.54, p =
0.143) and from post-test to follow-up (mean difference
= 5.50, p = 0.650).
Overall, the magnitude of the differences between the
mean resilience scores of both groups (treatment versus
control) across time was medium (h
2) = 0.31), and the
size of the interaction between group and time was
small (h
2) = 0.09).
Discussion
The findings of this study provide empirical support for
the effectiveness of a self-help manual in strengthening
resilience in individuals with moderate depression. How-
ever, the findings presented here need to be assessed
alongside data presented elsewhere from this study on
depression [28] and psychological distress [29].
The findings suggest that a significantly greater improve-
ment in resilience was observed in adult participants with
moderate depression who received the bibliotherapy self-
help manual than in those who only received the standard
care and treatment approach to living with depression.
These differences were apparent from baseline to post
treatment, and the treatment effects were maintained at
1-month follow-up. Although both groups showed
improvements in resilience throughout, the intervention
group exhibited a more pronounced improvement than
the control group. Overall, the differences between the
two groups may be attributable to the beneficial effects of
the bibliotherapy manual in enhancing resilience in the
intervention group participants with depression. These
findings are consistent with systematic reviews and meta-
analyses which highlight the benefits of bibliotherapy for
depression [12,16,42].
While few studies of bibliotherapy for depression have
been conducted in Asian countries, the findings of the pre-
sent study show that the approach can produce positive
outcomes in a Thai context. The findings are similar to
those of Liu et al. [26], who reported that bibliotherapy
was an effective intervention for adult Chinese people with
depression in Taiwan. Overall, both studies affirm that
bibliotherapy is an effective approach for the treatment of
depression in Asian countries.
Although statistical significance was reported in the
present study, several culturally relevant factors should
be taken into consideration. The finding of improved
resilience in both groups may be attributable, in part, to
the influence of family support in a Thai cultural context.
Although resilience is considered usually an individual
characteristic [43], adaptive functioning in the face of
adversity is dependent not only on individual characteris-
tics but is affected by processes and interactions arising
within the family and from the immediate social environ-
ment [44]. Social support and meaningful relationships
with at least one peer or family member are consistent
with good resilient outcomes [45], and contribute posi-
tively to overall well-being.
Overall, while the standard care and treatment
approach and Thai cultural context may have had a
positive influence on improving resilience in both
groups, the intervention group participants exhibited
Table 3 Main effects of the intervention group and the
control group for resilience
Variable F(df = 1,52) p value Effect size
(h
2)
Resilience 2.42 0.126 0.05 (small)
Table 4 Main effects of time and interaction of time and
group for resilience
Variable F
(df = 2,104)
p
value
Effect size
(h
2)
Resilience
Main effect of time 23.18 0.001** 0.31
(medium)
Interaction of time and
group
5.14 0.007* 0.09 (small)
Note: * p < 0.01, ** p < 0.001
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possible favourable effect of the bibliotherapy pro-
gramme is that through improvement in resilience the
participants also developed positive emotions, which, in
turn, helped them deal with their depression. This find-
ing is consistent with the results of several studies that
examined the role of positive emotions in the promotion
of resilience [21,22]. Moreover, people with high levels
of resilience are likely to show low levels of depression
[46]. Bibliotherapy is suitable for people with moderate
depression, but is unsuitable for individuals with severe
depression [47] because of marked difficulties in con-
centrating and cognitive impairment, and a greater sui-
cide risk [48]. The approach must be monitored carefully
by clinicians, however, as misinterpretation of informa-
tion can aggravate symptoms, particularly among people
with depression who are withdrawn socially [49]. This
precautionary strategy is consistent with the approach
used in the present study, where weekly telephone calls
were made to support and encourage intervention group
participants to complete the programme. The benefits of
weekly contact were similar to those reported in the Cuij-
pers [3] study, which found that bibliotherapy pro-
gramme participants benefited from weekly telephone
contact with a health professional.
There are several advantages to using bibliotherapy as
an adjunct to standard treatment in this type of depres-
sion. The approach provides specific techniques and
homework exercises which participants are encouraged
to carry out between sessions, to challenge unhelpful
thoughts and behaviours and to enhance their resilience.
Bibliotherapy also may help maintain treatment gains
because individuals can readily revisit strategies at later
points in time. Self-monitoring and self-assessment can
assist individuals to assess treatment gains and to alert
them about potential problems and the need to consult
clinicians. Bibliotherapy also may reduce negative emo-
tions and stigma associated with seeking traditional
approaches to care and treatment [3,49-51]. It is a cost-
effective approach based on CBT, and is more conveni-
ent, less expensive, more widely and easily accessible and
portable than standard and specialised treatment modal-
ities [15,49], especially in a Thai context where affected
individuals may have to travel considerable distances to
outpatient departments and pay for treatment.
There are limitations to using bibliotherapy. The mod-
est effect sizes obtained (small-to-medium) in the present
study might have been attributable, in part, to the brief
telephone support that was provided. It is noteworthy in
the Phipps et al. study [11] that while the brief contact
and the assisted self-help intervention groups had signifi-
cant reductions in depression and psychological distress
compared with the control group, the assisted self-help
group, who received more support than the brief contact
group, showed the greatest level of symptom reduction.
Thus, it could be interpreted that Thai people in this
study might have a preference for a greater balance
between bibliotherapy and direct contact with a clinician.
This is some justification for this inference as most Thai
people, particularly adolescents and adults, dislike read-
ing, preferring to listen to information presented on the
radio and watching television ( T h a iN a t i o n a lS t a t i s t i c s
Organisation [52]. This contrasts with, for instance, Aus-
tralia, where most people regard reading as a pleasurable
activity, and read newspapers, magazines and books at
least once a week [53].
In terms of treatment adherence, the adherence rate in
the current study compares favourably with that in the
Liu et al. [26] study in Taiwan, which reported their par-
ticipants read an average of 7.83 (SD = 2.99) chapters out
of 10. The difference in the adherence rates for the read-
ing and written parts of the manual in the present study
may be due to some participants having difficulties with,
or being reluctant to complete, the written but not the
r e a d i n gc o m p o n e n t .T h ef i n d i n ga b o u tr e - r e a d i n gh a s
also been reported by Scogin et al. [54], who found that
almost 50% of participants re-read parts of their book
after finishing the study. It is noteworthy, however, that
re-reading was not reported by Bilich et al. [10] in their
study of the Australian version of the bibliotherapy man-
ual used in the current study.
Limitations and strengths
There are several limitations to the study. Recruitment
through the outpatient department means that the results
may not be generalisable to other people with depression
in the community who do not attend this department.
The assessor of the self-report outcome measure was not
blinded to the allocation of participants to each group. In
our view, while this did not have an adverse effect on the
findings, it is, nevertheless, a potential limitation.
Furthermore, the subjective nature of the measure could
be conceived as a limitation. The study was also limited
by the 4-week timeframe between post-test and follow-
up. In addition, the generalisabilty of the findings is lim-
ited to participants who have some reading and writing
ability, and bibliotherapy may not be suitable for every-
one with moderate depression, particularly those with
lack of energy and poor concentration [7,47].
The study has two strengths: it’s randomised control
trial parallel group design and high retention rate. We
used this design to evaluate an intervention in a clinical
population and cultural context that has been under-
represented in previous bibliotherapy studies of indivi-
duals with depression, and were able to demonstrate sig-
nificant improvements is resilience following the
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Page 8 of 10intervention. The retention rate in our study (96.4%) was
much higher than the Australian study that used the
manual (63%) [10]. Cultural differences between the two
countries and the use of the short weekly telephone con-
tact for both groups might have contributed favourably
to the high retention rate in our study.
Conclusions
Self-help therapy can contribute to increased resilience in
people with moderate depression. Despite the limitations
of the present study, it provides preliminary evidence that
minimal contact bibliotherapy, in combination with stan-
dard care and treatment, can result in a greater improve-
ment in resilience in adult participants with moderate
depression than those who only receive standard care. Bib-
liotherapy can be used as an adjunct to standard care and
treatment by people with moderate depression, mental
health nurses and other clinical staff, and primary care-
givers. More research is needed to evaluate the effective-
ness of this approach with a larger group of participants
and with a longer follow-up period. There is also a need
for research to evaluate the usefulness and cost effective-
ness of this type of self-help material in individuals with
moderate depression attending Primary Care Units in
Thailand. Furthermore, in light of the study being con-
ducted in Thailand, future research should examine if
familial and other cultural influences have a role in pro-
moting well-being in individuals with depression. In parti-
cular, research is needed to evaluate whether sharing the
self-help manual with other family members, particularly
primary carers, contributes to greater resilience in people
with depression.
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